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Introduction
Patients with posttraumatic stress disorder (PTSD) and depression may present with various somatic symptoms and complaints [1, 2] . On the other hand, numerous neurological disorders share psychiatric symptoms and may be mistaken as psychiatric disorders. Myasthenia gravis is often difficult to diagnose and can mimick several neurological and psychiatric disorders [3] [4] [5] [6] [7] [8] [9] [10] [11] . In one study the diagnostic delay was more than two years in one third of the female patients [5] . Myasthenic symptoms may mislead the clinician to diagnose depression and the diagnosis of myasthenia gravis is at a particular risk to be missed when an obvious psychiatric disorder is present. This risk may be especially high in the setting of an emergency unit where numerous and seriously ill patients have to be diagnosed and treated under pressure of time [12] . In addition, the working shifts of emergency room staff make it difficult to compare the symptoms and observe the evolution of a disease in a patient with repeated visits. The situation can be even more challenging when communication with the patient is hampered by language barriers.
This paper aims to (1) highlight that myasthenia gravis may be life threatening if undiagnosed, (2) raise the awareness that myasthenia gravis can be masked by a psychiatric disorder, (3) underscore that repetitive emergency room visits of a patient with the same symptoms and signs warrant careful re-evaluation of the working hypothesis, and (4) point to the difficulties encountered in the diag-nostic process and care for traumatised refugees in emergency departments.
Case report
We report on a 22-year-old woman seen in the intensive care unit (ICU). She was a refugee from the Kosovar-Albanian region of former Yugoslavia. During the civil war of the late 1990s, she witnessed the murder of her husband, and she was raped. After her arrival in our country, she had more than ten emergency room visits where her relatives reported that she complained of nightmares, sadness, adynamia, as well as of generalised weakness, inappetence, difficulty to swallow and weight loss of more than 10 kg. The patient could not leave the apartment alone and almost always appeared at night in the emergency room because her relatives worked during the day. Direct communication with the patient was virtually impossible because of language barriers; her relatives closely watching over her were the only translators available during these nightly visits. Physical examination performed by emergency doctors, but not a neurologist, repeatedly did not reveal a somatic disorder and all laboratory tests were normal. After psychiatric consults and given her past, she was diagnosed with posttraumatic stress disorder and reactive depression. Psychiatric counselling was recommended; however, she did not show up at the appointments. The day of her current admission, she near-choked after eating a croissant. Unblocking bronchoscopy restored spontaneous respiration. However, she continued to have difficulties with breathing, showed generalised exhaustion and was therefore transferred to the ICU where her condition worsened despite treatment for aspiration pneumonia. Neurological examination revealed bilateral ptosis, facial biplegia and she was unable to swallow and lift her extremities against gravity. Her voice was low and her speech nasal and dysarthric.The clinical picture raised the suspicion of myasthenia gravis. After injection of 1 mg of the short-acting acetylcholinesterase inhibitor edrophonium chloride, she coughed so forcefully that she spat some left debris of the croissant into the face of the examiner, ptosis immediately disappeared and she could lift her extremities for a short time. Therapy with IV neostigmine (6 mg per day) and methylprednisolone (40 mg per day) was started and the patient stopped to deteriorate. Testing for anti-acetylcholine receptor antibodies was positive and repetitive stimulation showed a decrement of the compound muscle action potential of 14 and 10% at a frequency of 3 Hz and 5 Hz, respectively. Computed tomography of the chest disclosed a mediastinal precardial rounded soft-tissue mass compatible with thymoma ( fig. 1A) . Histopathological examination after thymectomy showed a microinvasive type B3 thymoma (WHO classification) ( fig. 1B) . She was staged Masaoka II, recovered steadily and was switched to oral medication with pyridostigmine (300 mg per day), prednisone (50 mg per day) and azathioprine (125 mg per day). She continued to improve, but missed her monthly control after five months: tragically, she was murdered by relatives according to unique ethnic practices because Histopathology of thymoma. Type B3 thymoma; lymphoepithelial tumour with predominance of neoplastic epithelial cells with round or polygonal shape and some degree of atypia. They are admixed with a minor component of lymphocytes (HE; 63x). Figure 1B she spoilt the honour of her family when she was raped during the civil war (the trial in Switzerland is still pending).
Discussion
Myasthenia gravis is an autoimmune neuromuscular disorder mediated by the production of blocking autoantibodies targeting different epitopes of the postsynaptic part of the neuromuscular junction, leading to use-dependent muscular weakness [7, 13, 14] . The history, signs and symptoms, paraclinical testing and therapy of myasthenia gravis, as well as the radiological and histopathological aspects of the associated thymoma are exemplarily represented in our case. Depression and PTSD rank among the most prevalent psychiatric disorders [2], affecting persons of all ages and cultures. Beyond the essentially psychiatric symptoms, patients also may complain of somatic symptoms. The caring psychiatrist is challenged to recognise when to attribute these symptoms to the psychiatric disorder itself and when to suspect an additional illness. Somatic disorders with symptoms and signs close to that of psychiatric ones may be particularly intriguing.
Some features of this case merit special consideration with respect to the problems of recognising neurological-psychiatric co-morbidity. Myasthenia gravis may evolve to a lethal disease when not timely diagnosed, and when swallowing and breathing become critically involved [15] . Initial bulbar symptoms were present in 30% of 175 patients [16] ; in another study impaired swallowing was noted by 6% of 1487 patients as the first symptom, and bulbar or oculobulbar symptoms manifested in 15% within one month after disease onset [17] . More recently, bulbar signs and symptoms have been reported to be initially present in 29% of 101 patients [18] . Dysphonia, stridor and unilateral abducens nerve palsy as the first sign of myasthenia gravis were also reported [4, 10, 11, 19] . The neurological differential diagnosis
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Neurological differential diagnosis of myasthenia gravis with predominantly bulbar symptoms and signs (adapted from Engstrom [20] ). of myasthenia gravis with predominantly bulbar symptoms and absent or only weak fatigability are summarised in table 1. The patient showed an impressive reaction to edrophonium chloride that was not only diagnostic, but also therapeutic by clearing tracheal obstruction. The initially often unspecific and changing symptoms of myasthenia gravis may be misdiagnosed as depression or -even more complicating -masked by concomitant depression [3, 7, 12, 21] . The waxing and waning of symptoms often misleads to the initial diagnosis of a psychiatric disorder (cf . table 2A) . Conversely, myasthenia gravis as a chronic illness with unpredictable course and symptoms that daily interfere with personal activities can lead to psychiatric, predominantly depressive symptoms and neurocognitive impairment (table 2B) . However, sound epidemiological data about the prevalence of neurocognitive and psychiatric comorbidity in patients with myasthenia gravis are rare and range within 10 and 60% depending on the criteria used in these studies [22, 23] . Physicians in Western countries increasingly face refugees with a past of horrible war crimes and suffering from depression and PTSD [30, 31] . Beyond the psychological difficulties to take the history in these deeply violated patients, simple language and ethnic barriers (e.g. female patients not allowed to talk to a male doctor) may substantially impede the demanding diagnostic and therapeutic process of disorders like myasthenia gravis [32] . Medical teaching stresses the importance of a unifying diagnosis that comprehensively covers for almost all aspects of the disease of the patient ("one diagnosis fits it all"). However, some patients may not comply with this rule and suffer from two different diseases. Special caution is warranted in patients with recurrent emergency room visits despite an "obvious" diagnosis and in whom the history cannot be taken reliably. 
